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May 20041052 Puggioni et almuch or too little endophlebectomy is difficult to assess. It is
possible that other factors, such as poor calf pump or inade-
quate stenting of obstructed segments, contributed signifi-
cantly to these events. By performing additional inflow and
outflow procedures (arteriovenous fistula in 1 patient and
further endoluminal stenting in another patient), we were able
to keep some disobstructed segments patent.
This is an aggressive approach to restore patency to
chronically obstructed deep veins using combined therapeutic
modalities. The endophlebectomy procedure enables removal
of obstruction in the late postthrombotic phase. The surgical
release of synechiae, septae, and endoluminal masses signifi-
cantly increases diameter, compliance, and flow in treated vein
segments, as observed on duplex scans.
This study was retrospective, and we were not able to
quantify the changes in flow through the disobstructed
segments. However, we observed that after endophlebec-
tomy new sources of flow were attained by uncovering of
the lateral ostia of venous tributaries.
The procedure has been used as an adjunct to deep
venous reconstruction. It has the potential to be used as a
stand-alone procedure for focal obstructions in the late
chronic phase of postthrombotic disease.
This use of surgery in late postthrombotic venous ob-
struction disease challenges long-held taboos about the
potential for reconstruction in these advanced cases. The
cases in this series demonstrate the feasibility of operating
successfully within the lumen in postthrombotic veins, and
suggest the principle that the healed intimal surface in the
late postthrombotic state need not be regarded as a hyper-
coagulable surface. This could provide encouragement for
the future placement of functional valves in recanalized,
postthrombotic segments.Although this early experience is encouraging, further
studies and longer follow-up are necessary to assess the
durability of the procedure.
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Michael C. Dalsing, MD, Indianapolis, Ind
This article describes a select group of patients with post-
thrombotic syndrome treated with open operative removal of
synechiae and septa (endophlebectomy) that were blocking ade-
quate flow in deep veins (length, 2-15 cm), with the goal of
increasing flow and improving results of simultaneous deep venous
reconstruction. Current belief would have postulated almost uni-
form failure (eg, recurrent thrombosis from exposed subintimal
collagen in an already damaged vein), yet there was a 77% primary
patency rate and 93% secondary patency rate.
This retrospective study took more than 6 years in a busy
practice to accumulate 13 patients with such significant disease that
endophlebectomy was deemed necessary to result in any hope of a
successful stenting or reflux procedure. I surmise that the tech-
nique was first preformed as an innovative solution to an operative
finding, and matured from that experience. Because the study was
retrospective, readers are not provided detailed information on the
length of endophlebectomy or a duplex scan measure of the degree
of increased diameter, compliance, or flow in the treated veins. In
the Discussion the authors state that new sources of flow were
observed via uncovered lateral ostia of venous tributaries after
endophlebectomy, but confirmatory data were not presented.Such information would provide insight into how aggressive one
can be with the procedure (length of vein to treat) and what
measurable effect one can expect. Patency and clinical outcome are
clearly reported, demonstrating that endophlebectomy will gener-
ally provide a patent conduit and may benefit a simultaneous
repair. The technique of “endophlebectomy,” as reported by the
authors, is extremely important, and not equivalent to “endarter-
ectomy,” but is preformed to preserve as much intima as possible.
This is likely the key to the results noted.
This is another seminal paper regarding treatment of end-
stage venous disease from a well-respected group of investigators in
the field. They continue to “push the envelope” of treatment and
to dispel long-held beliefs. They suggest and demonstrate that
postthrombotic stenotic veins can be operated on to remove
obstructing debris with a reasonable chance for success. Although
currently preformed in conjunction with more standard interven-
tions, the authors suggest that this procedure may work as a
stand-alone method for improving flow. Clearly, more detailed
study is needed to prove the utility of endophlebectomy in the
treatment of venous disease, but the stage has been set by Puggioni
and colleagues.
